SUMMARY A method is described for obtaining rapid and reliable estimates of acuity in infants, for both monocular and binocular viewing. The method depends on 'preferential looking', where the infant prefers to look at a striped pattern rather than a blank screen of matched mean luminance. A staircase procedure for testing is followed, with observations being recorded by a 'blind' observer (who does not know on which of the 2 screens the striped pattern is displayed). Monocular whether the method would permit the detection of clinically significant interocular differences. As well as these trials of the method on normal infants we describe our experience in the practical use of the method for monocular and binocular testing of infants referred for acuity testing for a variety of clinical reasons.
Material and methods
The apparatus and general procedure resembled that described by Atkinson et interpolation between these 2 spatial frequencies.
To test acuity of the 2 eyes under conditions which were as comparable as possible in terms of the infant's state we used a method of 'interleaved staircases.' Twentv-five trials (i.e., 5 blocks) were run with one eye occluded; the occluding patch was then switched to the other eve and a new staircase sequence was followed for 25 trials.
The patch was then put back on the first eve. the next block of 25 trials followed the original staircase from where it had been left off. and so on. An example of the procedure is illustrated in Fig. 1 Fig. 2) . In most cases measurements on the 2 eyes showed good agreement (i.e.. the points lav close to the 450 line). The median ratio of measured acuitv between the eyes (ratios always taken as greater than 1 ()) was 1-12. However, a few individuals showed a more marked interocular difference, which was as large as 2-0 in 2 cases.
To estimate the reliability of these figures we have the comparisons of series 1/series 2 shown in Fig. 3 . These data are from 6 infants for whom series I /series 2 were interleaved for one eye, and from each eve of 3 further infants for whom series I/series 2 were obtained on both eyes. (Data from the latter infants are included in Fig. 2 also. ) All data points lav verv close to the 450 line (median acuity ratio for the two series= 1-06; maximum ratio= 120). It appears therefore that the variations seen in Fig. 2 are not a consequence of variability in the method but reflect the range of genuine interocular differences at this age. Fig. 4 shows the results of comparing binocular and monocular acuity determinations on the same infants. The A number of clinical cases have bee tested by using the procedure. It is hope these infants will be followed up by when they are older.
In general the procedure has pro assessing vision in 3 groups.
(1) Infants in whom there is a suspeci one eye. Infants in this group monocularly as in the study reported a of the infant appears to be the determining the possible length of t( older than 9 months were difficult to tes and in general did not attend long enout the staircase procedure. So far 41 infants have had monocular assessments of acuity. Ten of those had congenital convergent strabisimus, 7 of whom were tested before and after surgery. The other cases in this group were infants with high refractive errors (anisometropia, large oblique astigmatism requiring monocular testing with different grating orientations for the 2 eyes), corneal opacities or scarring, intermittent divergent strabismus, congenital cataract, nystagmus, coloboma, ptosis, microphthalmia, ophthalmia neonatorum. Many of the cases have had multiple assessments at different ages in the first year of life. A typical case is of a baby who was 8 weeks premature, with respiratory problems at birth, and intermittent left convergent strabismus. Tested at 6 months the LE acuity was 1 2 c/deg (6/150), RE acuity 2-5 c/deg (6/72 In the PL procedure to assess acuity in clinical cases we find it more successful in infants under 9 months (or equivalent developmental age) than in older infants. Estimates are often possible for the older infants, but it is frequently not possible to maintain the infant's attention long enough to complete the staircase procedure described here. We hope that it may prove possible to apply more sophisticated statistical procedures to PL testing" 2 and thereby reduce the number of trials necessary to achieve a reliable threshold estimate.
There is still a great need for a robust test suitable for children over 
